Abstract Study Design: Prospective cohort study with 18-month follow-up. Objective: To investigate if long-term sick listed persons' own predictions of their future return to work (RTW) have an impact on their RTW when controlling for other established factors. Method: Postal questionnaires at baseline were sent to persons who had been on sick leave for more than 90 days, and were employed in five municipalities and four county councils in Sweden. A follow-up regarding their RTW was performed 18 months later. Results: After 18 months 135 out of 508 persons (27%) had returned to work, full or part-time. In a multivariate logistic regression, the sick listed persons' own prediction of their RTW proved to be highly significant (OR = 8.28, 95% CI: 3.31-20.69). Only six out of 132 persons with a negative view of their RTW did return to wok. Other predictive factors that were found for RTW were: being on sick leave for a period of less than 1 year (OR = 2.09, 95% CI: 1.19-3.67), having less pain than persons in the quartile with most pain (OR = 2.65, 95% CI: 1.21-5.81), perceiving that one was welcome back to work (OR = 1.98, 95% CI: 1.10-3.58), and being under 55 years of age (OR = 2.37, 95% CI: 1.07-5.23 for age between 45 and 54 years and the same trend for age below 45 years OR = 1.85, 95% . Conclusion: Persons with a positive prediction should get help to realise their potential for RTW. Offering traditional rehabilitation measures to a person with a negative prediction of his/her RTW, could be a waste of resources if done ahead of improving self-confidence and view of what is possible. The problems in this group might decrease or be easier to handle if decisions about the future are taken within a year.
Introduction
The return-to-work process has been studied from different aspects.
In a review studying determinants of duration of disability and return to work (RTW) after work-related injury and illness, about 100 different determinants of RTW outcome were identified [1] . As an example, in a review study concerning prognosis of back pain the following factors were believed to influence recovery: pain, age, gender, occupational measures, individual differences such as education, duration of disability, physical impairment, perception of disability, expectations of return to work, personality, somatic preoccupation, perceptions of the work environment [2] .
In other studies of the RTW process, attention has been paid to temporal aspects of the different phases of a disability. For persons with low back pain, the severity of the injury is regarded as a predictor of RTW in the acute phase and continues to be a significant factor for outcomes throughout the sub-acute and chronic phases, but to a lesser degree [3] [4] [5] .
Friesen et al. found in the Manitoba Work-Ready Study [6] , that human interactions and organisational structures have an impact on RTW. In this study a wide variety of stakeholders were interviewed, such as workplace owners, managers and employees, physicians, vocational rehabilitation specialists, union members, educational groups, and government departments. Factors that were considered to facilitate RTW included establishment of RTW programmes in the workplace, effective communication and teamwork, as well as trust and credibility among stakeholders. Perceived barriers to RTW included delays of all types in processing or delivering information or treatment, and ineffective communication.
In another part of the Work-Ready Study, different actors were asked what they regarded as the most effective strategies for returning workers. Personal and sociodemographic factors, as well as the individual's beliefs and attitudes about injury, recovery and work, and motivation were perceived to influence the RTW success of the injured worker. The workers' beliefs and attitudes about work seemed to be linked to the workers' social contact at work, a genuine interest of the employer, and to the degree of which the worker's opinions and experiences were sought and valued by the employer [7] .
Franche and Krause have presented a more holistic perspective. They consider RTW after injury or illness to be a behaviour influenced by physical, psychological and social factors, such as physical recovery, motivation, and interaction with a number of parties [3] . The same authors have also proposed a model, the Readiness for Return-To-Work Model, focusing on the interpersonal context: employee interactions with the workplace, the health care, and insurance systems, as these factors have an impact on the three dimensions of change-decisional balance, self-efficacy, and change processes. The model also includes temporal phase-specific stages and individual timing of the interventions [3] .
It is not until recently that recovery expectations of patients on sick leave have seriously been taken into account as a prognostic factor for health recovery [8] [9] [10] . Mondloch et al. [8] found in their review, that 15 out of 16 articles of acceptable quality showed a correlation between positive expectations and better health outcome. Cole et al. [9] found a correlation between recovery expectations and period of time receiving benefits. Marhold et al. [10] concluded that patients' perceptions and beliefs about RTW might be a significant hindrance for recovery. However research on patients' own perceptions or expectations of their future RTW and the realisation of their RTW are uncommon. We found one study of Sandström and Esbjörnsson, showing a positive association between low back pain patients' own predictions and their RTW 1 and 4 years after vocational rehabilitation [11] . In other contexts the effect of patients' expectations is better known, such as the effect of placebo [12] .
Benight and Bandura states that no other mechanism is more central for humans than people's beliefs in their efficacy to manage their own functioning and to exercise control over events that affect their lives [13] .
This article is an18 month follow-up of a descriptive study on persons who are employed in the public sector in Sweden, and have been on sick leave for 90 days or longer [14] , regarding the study persons' RTW.
The largest occupational groups were home-based carers, assistant nurses, childcare workers, mental attendants, registered nurses and cleaners. There were no significant differences in the results between women and men in the baseline study. Variables considered in the baseline study were groups of symptoms and disorders, duration of complaints and sick leave, support from different stakeholders and rehabilitation actors such as employer/workplace, Regional Social Insurance, Occupational Health Service and Trade Union, participation in rehabilitation programmes and the sicklisted persons' own expectations of their future working capacity.
At baseline, 535 persons answered the questionnaire. At the follow-up seven had retired and three had passed away. The main results at baseline are here listed in Table 1 on 525 persons. Musculoskeletal and mental problems and disorders were the most usual complaints, but combinations of symptoms and disorders in different organ systems were usual. The sick-listed had experienced their symptoms for 6 years (median). More than half had been on the sick-list fore more than one year. Many, but not all, had been in contact with the workplace and/or workmates. Less than half had been in contact with the workplace connected rehabilitation actors, the Occupational Health Service or the Trade Union. In spite of the long-lasting symptoms and the time off work, 67% of the sick-listed persons had a positive view of their future return to work [14] .
The aim of the study
The aim of this study was to find out if the predictions of the persons on long-term sick leave on their future RTW, had an impact on their return to work, when controlling for other established factors.
Material and methods
The source population of the current study consisted of employees in five municipalities and four county councils in Sweden, in total 21,000 persons.
From these 21,000 persons, all those with an ongoing spell of full-time sickness absence for 90 days or longer, were identified by the human resource department on one special day for each municipality and county council over a period of 1 year during 1999 and 2000. Individuals with advanced malignant tumours, pregnancy complications and serious mental illnesses such as psychoses were excluded. The remaining group of 776 individuals, were then asked to participate in this study.
Postal questionnaires with three reminders were sent out from Karolinska Institutet, and if necessary, a telephone call was also made. Non-responders were sent a short form of the questionnaire and an alternative offer of an interview by telephone.
The original questionnaire was answered by 476 persons, the short form by 54 persons and five persons were interviewed by telephone.
The response rate was 69%; 535 persons answered, 484 women and 51 men. Note. The questions on prediction of RTW was answered by 499 persons.
Springer Follow up
Eighteen months later a follow-up was performed regarding RTW for all 776 persons. The same human resources departments as in baseline in five municipalities and four county councils, were asked to report the study persons' actual occupation, workplace and sickness absence over the 18 months. We classified RTW as their work status on the 18th month after the baseline investigation. Persons on sick leave for a part of the 18th month, were counted as returners if they had been working for more than 15 days of the 18th month, and otherwise as non-returners. Persons who had returned part-time to work were counted as returners.
For those who had left their jobs or where data obtained from the human resources departments were not sufficient, an additional form was sent out by post.
Non-responders and persons where data was still incomplete were contacted by telephone, if they belonged to the group of 535 persons who answered the questionnaire at baseline.
It was found that from the 535 persons who had answered 18 months earlier, seven persons had retired because of age and three had died and these persons were excluded from the following analyses. RTW data were missing for 17 persons, persons that had quit their jobs and not had answered the completing questionnaire or were impossible to reach by telephone. The analyses were made on the remaining 508 persons. See flow-chart Fig. 1 .
Variables
The divided variables are displayed in Table 1 . Age was divided into three groups: up to 44 years, 45-54 and 55-65 years of age. In the baseline study, self-reported symptoms and disorders were divided into five groups: musculoskeletal problems, mental problems, respiratory disorders, cardiovascular disorders and others. Thirty-five per cent, 185 out of 525, had combinations of symptoms and disorders from the different groups. The most common combination was musculoskeletal problems in combination with mental problems. In this study we chose to test persons with one self reported complaint contra persons with two or more complaints. The questions about pain and function were according to von Korff's questionnaire [15] contains three questions about pain and function respectively. The mean of the three questions multiplied by ten, gave a measure from zero to 100. These numbers were then divided into quartiles with cut-off points that are seen in Table 1 . In the standard instructions of von Korff, pain and function were combined, but as we had different sorts of symptoms and disorders we separated pain from function.
Occupation was divided into physically strenuous work and not physically strenuous work. The following occupations were regarded as physically strenuous: home-based carers, assistant nurses, childcare workers, mental attendants, cleaners and kitchen staff. Registered nurses, teachers, office-workers and persons with an academic education were regarded as not having physically strenuous occupations. As registered nurses in Sweden have much administrative work besides straight nursing duties, we regarded their work as not physically strenuous. The remaining of the variables from the baseline study were dichotomised, such as contact with the workmates, perception of being welcome back to work and contact with different rehabilitation providers and stakeholders at the workplace.
The question about the participants own prediction of RTW was phrased: "What is your opinion about your work ability in the long-term?" with five alternatives of answers. Four alternatives were positive predictions, but with differences in profession and working hours as follows: 1. I will be working in my profession with the same working hours as before. 2. I will be working in my profession but with reduced working hours. 3. I will be working in another profession but with the same working hours as before. 4. I will be working in another profession but with reduced working hours. The fifth alternative was a negative prediction: I will not be able to work any more. This question about RTW has been used in the international ISSA (International Social Security Association)-study [16] .
Statistics
All analyses were calculated in SPSS 13.0 for Windows.
The following exposures from the baseline study were tested in a univariate logistic regression model with return to work as a dependent variable: sex, age, the persons' own prognoses of their return to work, self-reported symptoms and disorders, duration of the problems leading to the period of sick leave in question, duration of the ongoing proceeding sick leave, pain and function based on the questions of von Korff, physically strenuous work or not, contact or not with the workplace and/or workmates, the feeling of being welcome back to work, contact or not with the Occupational Health Service, the Regional Social Insurance office and the Trade Union. The tested exposures are listed in the left column in Table 3 .
In a second step the variables that proved to be significant in the univariate logistic model were tested in a multivariate model, still with RTW as a dependent variable. The variables on pain and function were dichotomised at the 3rd quartile before entering the multivariate model.
In variables with many missing answers, we tested treating missing persons as one category within the variable. The results in the multivariate analyses proved to be similar to those in the analyses where cases with missing answers were excluded. The results are shown with the missing cases excluded.
Results
At the follow-up after 18 months, we received RTW data on 508 persons, 462 women and 46 men. In all, 135 persons out of 508, 27%, had returned to work, 74 persons full-time and 61 persons part-time. We were interested in the value of the persons' own prediction of their future RTW. The results after 18 months regarding their RTW are listed in Table 2 and divided by the study persons' own positive or negative predictions at baseline. Only 6 out of 162 persons with a negative prediction of their RTW did return to work. The predictive value of a person's own negative prediction regarding RTW was 96%.
Of the 323 with a positive prediction of their future RTW, 123 persons did return to work, full or part-time. The predictive value of a person's own positive prediction of RTW was 38%.
The exposures from the baseline study, representing possible predictors of RTW, were first tested in univariate analyses in a logistic regression model with RTW as a dependent variable. The result revealed the following predictive factors at baseline regarding their RTW 18 months later: being under 55 years of age; having made a positive prediction of their own RTW; having had complaints from not more than one group of symptoms; having suffered from the problems for less than 5 years; having been on the sick list for less than 1 year; having less pain and better function than persons in the quartile with most pain or greatest impairment of function; having had an occupation implying a job that was not physically strenuous; perceiving that they were welcome back to work (Table 3) .
Variables tested in the univariate logistic model that proved not to be significant were sex, contact with the workplace/workmates, contact with the Occupational Health Service, contact with the Regional Social Insurance officer, contact with the Trade Union and participation in rehabilitation programmes (Table 3) .
When the univariate logistic regression of the same factors was performed separately for women and men, the results were in the same direction for the two sexes with the exception of two variables: whether or not their work was physically strenuous, and whether or not they felt welcome back to work had no impact on RTW for men.
Exposures that proved to be significant in the univariate model, were then tested in the multivariate logistic model. We found five significant factors predicting return to work: being under 55 years of age, the persons' own predictions of their future return to work; having been on the sick list for less than 1 year; having less pain than the persons in the quartile with most pain; feeling welcome back to work ( Table 4 ).
Variables that proved not to be significant in the multivariate model were: having had complaints from one or more groups of symptoms; duration of the medical problems for more or less than 5 years; having had physically strenuous work or not. Note. Results from univariate logistic regressions with crude odds ratios (OR) and 95% confidence interval.
Discussion
The study persons' own perceptions of their future return to work proved to be the best of the tested predictors of their RTW, and this is something to take into account. Having been on sick leave for a period of less than 1 year; having less pain than persons in the quartile with most pain; feeling welcome back to work; and being under 55 years of age, were also found to be predicting factors for RTW. Note. In all, 355 persons were included in the analysis. The figures are presented as odds ratios (OR) and 95% confidence interval.
Methodological aspects
In this study we asked the human resources departments to report persons on sick leave for 90 days or longer on a special day. In this way, the study persons selected represent a point prevalence of sick-listed employees. Persons with long-lasting or chronic problems, such as persons with musculoskeletal and mental problems, are common in such a selection. Half of the study persons had been on the sick list for more than 1 year. One might say that this group represent a sediment of difficult cases that have not been solved, supported by the fact that as yet there is no upper limit for the duration of sick leave in Sweden. The way the persons were selected must be borne in mind when interpreting the results and can be seen as a limitation.
Clinical implications
The results that the opinion of the patients themselves had an impact on their return to work should give rise to clinical implications. Unfortunately a negative prediction of the long-term sick-listed persons regarding their future RTW was very predictive, predicting value 96%. There were extremely few persons with a negative prediction, only six out of 162, that returned to work. From a clinical point of view, where the goal often is to help people return to work, it is a very strong prediction to work against. Another observation is that about one fourth of the study persons, independently of their view of their future RTW, had been participating in rehabilitation programmes running at least for 4 h a day and four days a week (Table 1) .
Berglind and Gerner have run an interesting study about people's own views and return to work among those on long-term sick leave. A part of their questionnaire was based on an action theory. They found that there was a connection between wanting to return to work and the individual's view of what was possible. What the participants wanted was not an isolated opinion but connected to other aspects, particularly their own competence (i.e. can manage) [17] .
Seen in this perspective of own competence and what is possible, some of the persons with a negative prediction of their RTW might be right. They do not have a working ability corresponding paid employment. The demands from the general social insurance in Sweden to place an individual on long-term sick leave over to disability pension are, that the problems causing impaired function are of non-reversible medical origin and not depending on social or labor market problems. If the actual employer does not have suitable working tasks, the insurance authorities make an assessment if the individual can manage to do other on the labor market frequent occurring working tasks. Hereafter the working ability is often tested in a vocational training situation and if negative results, the person is granted disability pension with re-evaluation after 3 years. This is a time-consuming process in several steps.
There is a recommendation from the authorities that decisions about the future and, if necessary, disability pension should be taken after 1 year on sick leave. The persons with a negative prediction in our study had been on sick leave for 504 days (median) at baseline. At the follow up after 18 months, nearly 3 years had passed for half of the group from the first day of sickness absence. At this time 89 out of 162 persons with a negative prediction, 55%, had been granted disability pension and 67 persons, 47%, were still on long-term sick leave. The long-drawn-out decision processes are reasonably a negative factor per se for RTW.
Why are the processes so long? There might be a fear among physicians and officers at the Social Insurance Office to make statements and support decisions resulting in a disability pension because this is a negative result. Another reason might be that persons with musculoskeletal and mental symptoms are difficult to assess, their pain and symptoms cannot be proved by objective methods. However, time does not solve these problems. We found in this study, that sickness absence shorter than 1 year was a predicting factor for RTW.
How should we deal with those, who despite an own negative prediction of their RTW, have to work towards RTW as a goal, where disability pension not is an option? The main task must be to change their negative view of their future RTW to a positive one. According to Berglind and Gerner, motivation is closely associated with a person's self-confidence They write, that to help a person to gain a better self-confidence can be important, but at the same time a very time consuming part of the motivational work and thus rehabilitation [17] . But our assessment is, that from a clinical standpoint, it is necessary to take this time and to start the RTW-process with trying to improve the person's self-confidence and view of what is possible.
The predictive value of patients that made positive predictions of their future return to work was 38%. These persons not only wanted to return to work, but also thought they could do it. There is still a gap to bridge, implying challenges for the future between positive predictions and realisation of RTW. There is room for improvements in various kinds of rehabilitation efforts and in the interactions between different rehabilitation providers and stakeholders [6, [18] [19] [20] [21] [22] [23] [24] .
Van der Weide et al. found a positive correlation between quality of care and RTW. Continuity of care was significantly correlated both to satisfaction of employees and to working status at three months and time to RTW [18] . In a study by Anema et al., clinical waiting period, duration of treatment and a negative view of the treating physicians regarding RTW were considered as obstacles for RTW [19] .
A qualitative study of Nordqvist et al. pointed out the important roll of the employer, the importance of the work supervisors in creating a positive emotional atmosphere and the need for a structured back-to-work-program at each workplace [20] . In another study regarding home care workers, who were granted disability pension, the study persons were satisfied with the support from their supervisors but lacked help to lower the physical demands of their work [21] .
Modified work has been studied in a review by Krause et al. They found different kinds of modified work: from light duties, graded work exposures, work trial, supported employment to sheltered employment. The main findings were that modified work programs facilitated return to work for temporarily and permanently disabled workers. Injured workers who were offered modified work returned to work about twice as often as those who were not [22] . But there are barriers to modified work. Employers often found it difficult to change the work tasks or the organisation of the work and stressed that there often is a mismatch between the education of the sick worker and the specific requirements of modified work [23, 24] .
In the before mentioned Manitoba Work-Ready Study, RTW programmes in the workplace, effective communication and teamwork, trust and credibility among rehabilitation providers and stakeholders were considered to facilitate RTW while delays of all types in delivering information and treatment were perceived as barriers [6] .
According to the result in this study, it seems that one question to persons on long-term sick-leave about their appraisal of their future RTW, can work as a dividing line between a group ready for rehabilitation and a group who first need motivational help and improvement of self-confidence to change their view alternatively should be granted disability pension.
Other implications
The results that the patients themselves made such good predictions of their return to work, and that both intensity of pain and the perception of being welcome back to work were of importance, are in line with the perspective that RTW is a behaviour influenced by physical, psychological and social factors [3] .
However, in our study contact with the Occupational Health Service, a personal contact with a Insurance Officer or the Trade Union had no predictive values of the RTW. The study persons' own perceptions of being welcome back to work proved to be significant. This feeling or perception is reasonably based on positive relations at the workplace.
Concerning the temporal aspects in this study, being on sick leave for a period of less than 1 year was predictive to RTW, but duration of medical problems did not have an impact on RTW.
Conclusions
The study persons' own perception of their future RTW proved to be a factor to take into account and should give rise to clinical implications. Those with a positive view of their future RTW should be given help to discuss and realise their RTW early on. But offering traditional rehabilitation measures to a person with a negative prediction could be a waste of resources if done ahead of improving self-confidence and view of what is possible. The problems in this group might decrease or be easier to handle if decisions about the future are taken within a year.
